@ Problem

WRONG MEDICATION, LACK OF MONITORING LEAD
TO PATIENT DEATH

Cause Map

What Problem(s) Patient death, medication error
When Date December 3, 2014
Time Morning (patient death)
Different, unusual, unique Fire alarm (code red) at facility
Where Facility, site Bend, Oregon
Unit, area, equipment Hospital emergency room
Task being performed Administration of IV anti-seizure medication

Impact to the Goals

Patient Safety
Employee
Environmental
Compliance
Patient Services

Schedule/ Operations ?

Property/ Equipment
Labor/ Time

Frequency

@ Analysis

Basic Level Cause Map - Start with simple Why questions.

Cause Mapping is a Root Cause Analysis method that captures basic
cause-and-effect relationships supported with evidence

CAUSE MAPPING

Problem Solving + Incident Investigation « Root Cause Analysis

A hospital in Oregon administered the wrong medication to a patient who stopped
breathing. Because of a fire alarm that happened shortly afterwards, the patient was
not monitored for about twenty minutes. After that time the patient had experienced
irreversible brain damage and was taken off life support.

Patient death

3 employees placed on administrative leave

?

"Never event"

Patient not monitored after IV administration

?

Investigation

First time hospital has had issue like this
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1 Implementation of safety zone
for medication verification | Wrong medication put in IV

bag in pharmacy

2 Review/ update medication
protocols

Ineffective/ no double check

Implementation of detailed
3 -
of medication at pharmacy

checking process

Patient administered
paralyzing agent via IV

4 Add alert stickers to paralytic
agents

5 Ensure monitoring of patients
after IVs started

Patient not monitored after
1V administered

Administration of the paralyzing agent Rocuronium
instead of the prescribed anti-seizure medication
fosphenytoin caused the patient to stop breathing,
leading to cardiac arrest and irreversible brain damage.
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